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diphtheritic inflammation of the oesophagus, and that, in consequence, a 
dysphagia would be present independently of paralysis of the soft palate or 
of the pharyngeal and oesophageal muscles. He reports a case that oc¬ 
curred in a man eight days after an attack of diphtheria. Dysphagia was 
complete; liquids were rejected immediately and provoked a convulsive 
cough. A gum-elastic catheter was passed with difficulty through a stric¬ 
ture situated below the cricoid cartilage. For twelve days the patient was 
fed with broth and wine poured through the catheter until deglutition be¬ 
came natural after dilating the stricture. 

M. Trendelenburg 1 met with a case in a woman, 37 years of age, which 
developed after an attack of diphtheria at the age of 25. The stricture 
was dilated with bougies, and when she left the hospital she appeared com¬ 
pletely cured. Four or five years later she returned in a very pitiable con¬ 
dition, and was scarcely able to swallow anything. A second stricture was 
discovered very fur down in the oesophagus, which was so tightly contracted 
that no instrument could be passed through. Deglutition became even 
more difficult during the following daj's, and alimentation by rectum was 
resorted to. Gastrotomy was performed on the 10th of January, 1878. 
She recovered and left the hospital at the end of August. It was after¬ 
wards learned that the patient died, in her native village, of a febrile 
disease, and unfortunately no autopsy had been made. M. Trendelen¬ 
burg concludes by saying, **I am, nevertheless, convinced, after the ex¬ 
amination of the patient and the progress of the stricture, that it was 
neither cancerous nor syphilitic, but purely cicatricial." 


Article II. 

Tiie Limitations of Colotomy in Disease of ttie Rectum. 

By Ciias. B. Kelsey, M.D., of New York. 

JIr. But ant, in his Harveian Lectures on the A1ode of Death from 
Acute and Chronic Intestinal Obstruction ,* has given us perhaps the most 
important statistics in favor of colotomy recently published. His advocacy 
of the operation is well known, and his tables seem at first sight to 
strengthen his position. He lays down the following general rule:_ 

“In all cases of cancerous stricture of the rectum or colon, including the 
annulnr—which are not amenable to lumbar colectomy or anu! excision—ri<dit 
or left lumbar colotomy is strongly to be advocated, with the well-grounded hope 
of relieving suffering, retarding the progress of the disease, and prolongin'* life 
even for five or six years. To secure these advantages it is necessarv°for the 
operation to be performed before the pernicious effects of obstruction occur.” 


1 Traits de la Gastrostomle, Dr. L. Henri Petit, Paris, 1879, Case XLL, pp. 2G1-2G5. 
* Brit. Med. Journ., Nov. 22, 1884, et teq. 
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This rule seems to me entirely too broad in its application to be a good 
guide in practice. Colotomy is a grave operation, ns will be shown from 
Mr. Bryant’s own statistics. No one cares to undertake it for the mere 
sake of doing it, unless it holds out a fair prospect of prolonging life and 
relieving pain to a degree sufficient to counterbalance the danger of 
immediate death and the subsequent discomfort which it involves ; and in 
deciding for or against it in any individual case these two factors should 
be allowed their full weight. Take now the following cases :— 

Case I. Cancer of the Rectum ; Death from Perforation _The patient, 

a young man of 30, was first seen by mein March, 1884, at which time 
he gave the following history: Until within a year his health had been 
perfect. Since then he had suffered a good deal from attacks of pain in 
the abdomen accompanied by diarrhoea. He was in bed with such an 
attack at the time. The abdomen was a little distended with gas, and 
there were localized pain and tenderness over the caput coli. He was 
kept in bed for a few days with milk diet, bismuth, and morphia, and the 
symptoms passed off; but only to return again after a few days as they 
had done before ; this time, however, without the signs of typhlitis. 

An examination by the rectum was so nearly negative that beyond a 
diagnosis of intestinal catarrh I preferred not to commit myself to any 
decided opinion even in my own mind. All that I could find out of the 
way was a marked hardening of the prostate, and a suspicion of increase 
in size. The change was not sufficiently marked to justify a positive state¬ 
ment that there was anything abnormal, and the patient went to Cuba for 
a month. He returned feeling better in general health, but with the 
same diarrhoea. 

A second examination showed well-marked scirrbus in the region of 
the prostate. The tumor could be distinctly marked out with the finger, 
was the size of a small egg, and projected sharply into the rectum, so 
sharply that when the finger was introduced it came directly against it, 
and had to he turned well toward the sacrum to pass by it. My diagnosis 
was given to the patient’s friend, and was confirmed by Dr. Keyes, who 
made a careful examination with finger in the rectum and sound in the 
bladder, thus marking out distinctly the whole of the disease. 

Although the growth encroached somewhat upon the bladder, there was 
an absence of any marked vesical disturbance. The patient complained 
greatly of pain in the region of the tumor, and the diarrhoea continued 
unchecked. The act of defecation was painless, the passages were watery 
and mucous, and the general health was well sustained. 

Seven months after first seeing the case a note was entered that he was 
gradually losing ground with the usual symptoms, but no marked change 
occurred till just a year from the time the tumor was first found, when he 
had the first symptoms of obstruction. These came on gradually. The 
diarrhoea at first changed to obstinate constipation, which could with diffi¬ 
culty be overcome by laxatives. The abdomen became distended, the 
coils of intestine were distinctly visible, and there was much gurgling of 
gas and fluids. The passages consisted of a drachm or two of mucus and 
a little blood. By the free use of a pill of belladonna, aloes, and strych¬ 
nine for two or three days, followed by a saline, the bowels could be 
induced to empty themselves about once a week, but the constipation ua* 
as marked as ever on the following day. This condition lasted nearly a 
month. 
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The patient’s general condition continued good, the pain had disap¬ 
peared in the pelvis, and was only such as was caused by the distension 
of the bowels; and he was at times able to go around for two or three 
days at a time. There was little change in the size of the growth, and the 
exact cause of the obstruction began to be a question of interest, for the 
mass alone was not large enough to obstruct the rectum. The finger could 
easily be passed beyond it, and a bougie the size of the little finger could 
be passed the whole length. 

Suddenly, and when the patient seemed doing better than for a month 
past, the obstruction became complete. I had already offered him the 
chances of prolonging life which might reasonably be expected from 
colotomy, and he had decided against it. For my own part, I advised 
neither for nor against it, but simply explained all the bearings of the case 
as far as lay in my power, and was glad when be decided in the negative. 

The question of operation being eliminated, every effort was made to 
overcome the obstruction in other ways. The treatment was begun by 
absolute rest in bed, restricted diet, and belladonna. The latter seemed 
powerless for good even in doses which caused decided delirium. One 
half a grain of the extract repeated every four hours was well borne for 
two days ; but after that, and indeed during the remainder of the case, a 
single grain caused a mild delirium with horrible visions, and it was 
finally abandoned entirely. 

Morphine in large doses was substituted after the second day, the diet 
was reduced to the lowest possible point compatible with sustaining the 
vital powers—half a pint of bouillon every eight hours—and both massage 
and electricity were used over the abdomen. On the fourth day the two 
latter methods of treatment were abandoned, and the sole reliance was 
placed upon morphine, rest, and diet. The morphine was carried to the 
point of somnolency and kept there. On the eighth day there was a dis¬ 
charge of wind, which soon became very abundant. Later on the same 
day the fluid stools began to appear, at first small in quantity, but finally 
more abundant, and he was relieved. He passed no solid matter, and 
there seemed none to pass. The abdomen went down one-half, the dis¬ 
tended coils disappeared, and the patient was able to go about a little. 

This improvement continued one week, during which he lived very 
carefully on a restricted diet of coffee and toast for breakfast, beef-tea for 
lunch, and a light meal of soup and fish for dinner. On the seventh day 
he was sufficiently improved to walk out for a couple of blocks. On the 
following day the passages again ceased suddenly and absolutely, but with¬ 
out other symptoms. This was April 4th, and the same treatment was 
followed as before—morphine, rest, and restricted diet vrith whiskey—but 
without avail. The abdomen was immensely distended, but there was little 
gurgling. There were occasional passages of mucus, but no fecal matter. 
The pulse remained steadily at about 80, the temperature under 100°, and 
the urine was passed normally. The respirations were kept down to about 
12. On the eleventh day of the attack there was a decided change in the 
character of the passages, indicating sloughing of the mucous membrane. 
The mucus became more bloody instead of being clear, and the discharge 
resembled veiy strongly that which comes from the wall of an abscess after 
most of the pus has been evacuated. The patient also began to vomit 
dark, brownish fluid, but having no fecal odor. The pulse at this time 
ranged about 100, and there was no other change. On the thirteenth day 
J saw the patient at 9 A. M., and there was no change. At noon his 
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nurse had noticed no change ; there had been no pain ; he had slept most 
of the morning, and there seemed no outward change to my own eye, but 
the pulse had risen, between the two visits, from 100 to 130. So strongly 
was I convinced that perforation had taken place quietly, and probably 
during sleep, that I telegraphed for his friends. About an hour after he 
had an attack of the most intense pain in the right side, with marked col¬ 
lapse. It was impossible to keep him still, the agony was so great, and 
morphia in grain doses every half hour made no impression. The sudden 
pain indicated to my mind the commencement of extravasation. He died 
in collapse five hours after the pain began. 

Autopsy —The distension of the abdomen Tvas due chiefly to the colon 
and caput coli, the former being from six to eight inches in diameter. 
There was considerable fluid in the peritoneum, and many small cancer¬ 
ous nodules spread through the omentum. The perforation had taken 
place in the ascending colon about four inches from the valve, was large 
enough to admit the thumb, and there bad been considerable extravasation 
of fluid feces. The real cause of the obstruction was a secondary deposit 
in the sigmoid flexure which had never been detected during life, though 
often carefully examined for. It caused no visible tumor even when 
looked at in its natural position, but when the bowel was taken in the 
fingers its calibre was almost completely filled with scirrhus. 

This was a case of great interest to me—an interest due in part to the 
gentle character of the man, whose promising life was thus cut short at 
the early age of thirty—and in part to the important question of treatment 
which I was called upon to decide. There were many points in the case 
to which I might call attention : the peculiar location of the growth; the 
entire absence of all vesical symptoms from a growth in such location; 
the impossibility of telling what was the cause of the obstruction ; and the 
certainty with which the results of that obstruction could be predicted and 
recognized when they came. But all these points were of minor import¬ 
ance to the one question of treatment. 

The diagnosis was made early. For a whole year I had a chance to do 
colotomy on that man under what seemed to me exceptionally favorable 
circumstances. There was no time when he would not have been guided 
absolutely by my advice, and yet I refused to recommend the operation. 

I went further than usual in offering to do it if he desired it, but I 
refused to guide his decision. And yet, up to the time when obstruction 
became absolute, the case seemed one of the most favorable for that ope¬ 
ration I have ever seen. The patient was young and in good condition ; 
the growth was slow' and seemed likely to be slow; any other surgical 
procedure was out of the question from its position; it seemed that a 
simple opening of the sigmoid flexure above the growth, which could be 
felt, would prolong life perhaps several years, and, above all, I could have 
selected my own time for operating and operated early. Even at the last 
I was rather inclined to the belief that the obstruction was of the nature 
of a volvulus in the sigmoid flexure, caused by the violent effort of the 
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intestine to force its contents past the tumor, and that even then life might 
be prolonged perhaps a couple of years by opening the descending colon. 

Suppose, now, a colotomy had been done, how much would have been 
gained? The diagnosis, though correct, was not complete. The growth in 
the sigmoid flexure was only suspected, the generalization of the disease 
all through the omentum not even that. Up to the time when perforation 
occurred there was no pain which could not be relieved by morphine, which 
the patient used according to his own needs, being urged to take it freely. 
It seems safe to say that, without regarding the immediate danger of the 
operation, it could hardly have prolonged life to any extent. Even if it 
had, is life, under such circumstances, so much to be desired? This is a 
question no surgeon can answer for his patient; but this patient, being a 
man of intelligence and nerve, answered it for bimself. He thought not. 

Take now the following cases:— 

Case II. Cancer of Rectum; Ascites; Death —Woman, aged 48. This 
patient gave a history of being sick for about six months. There had 
been some diarrhoea without blood, some pain in back and loins, and some 
loss of flesh. For the past month the emacintion had been marked and 
the abdomen had been increasing in size, while a tumor the size of an egg 
had been felt in the right lower abdominal region which was painful on 
pressure. This liad disappeared before I saw her. On examination the 
cachexia and emaciation were very marked. Ascites moderate but very 
apparent; marked tenderness in left iliac region and over liver; enlarge¬ 
ment of glands in both groins; no signs of intestinal obstruction. The 
uterus was firmly bound down; there was marked tenderness at upper end 
of vagina on left side; and the rectum showed a fungous mass of cancer 
at the limit of digital examination, together with a hard mass behind the 
uterus. The diagnosis was cancer of the rectum, possibly also of uterus, 
and probably of liver. 1 declined to do colotomy, and made the patient’s 
way to the grave as easy as possible by other means. There was at no 
time any marked signs of obstruction, the diarrhoea becoming more and 
more marked toward the end, and she slowly sank and died in three 
months and a half from the time of the examination, with all the signs of 
visceral cancer, but without any marked intestinal obstruction. Her last 
weeks were made comfortable with morphine, and at no stage of the case 
did there seem any indication for colotomy. 

Case III. Cancer of Rectum and Uterus ; Death —Mrs. M., aged 55. 
Gives history of bloody passages, pain, and diarrhoea, lasting for one 
year, with occasional free discharges of blood from the vagina; is emaci¬ 
ated and cachectic. Examination showed cancer of cervix uteri and body 
of womb, and cancer of upper part of the rectum through which the finger 
could be passed, and which allowed of the free discharge of feces. She 
was treated with laxatives and tonics; when necessary, which was not 
very often, opium was administered ; and she gradually sank away, being 
exhausted by frequent and. severe hemorrhages. 

In neither of these two cases did colotomy seem indicated or indeed 
justifiable. In neither would it have prolonged life, though it might 
materially have shortened it in both. On this point Mr. Bryant’s statistics 
are very instructive. 
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Out of 60 cases for cancer 26 died within the first month, and 18 
within the first week. These he collects together under the heading of 
“ Too Late Cases.” Why ? Except in two cases where complete 
obstruction is mentioned to have existed for weeks, and in two others 
where the bowel was found ruptured above the stricture, no reason 
appears in the history of the cases as given. Is it to be concluded that, in 
every fatal case dying within four weeks of the operation, the result is 
because the operation was done “ too late” ? 

Did the cases die of the disease in spite of the operation, or of the 
operation itself? The arbitrary character of this thirty-day limit is shown 
plainly by the fact that in the first table of “ too late cases,” or those that 
died within SO days, one is recorded that sank on the 27th day ; and in 
the second table of cases that recovered from the operation one is reported 

that sank on the 30th day. 

From a mere table of cases without any histories except the most meagre 
facts it is of course impossible to tell what reasons Mr. Bryant may have hud 
forjudging that these cases were all operated upon too late except the fact 
that they died from the operation. Doubtless they were good ones. If 
good ones, they should be evident before operating, and if so why operate? 
In only a few cases does the post mortem seem to show that the operation 
was too late; in almost nil it would seem that the condition was as well 
known before as after death. Take the numerous cases which are marked 
as follows: Stricture of rectum, Bank on 2d day, sank on 4th day, sank 
on 5th day, etc. There is no reason to show why they sank. Would 
none of them have died had the operation been done sooner? The criti¬ 
cism on the group is simply this : If in these cases the constitutional or local 
state was such that before the operation it could be said, if this case dies 
it will be because the operation whs done too late, a good many surgeons 
might hesitate to take the risk of shortening the unknown number of days 
or weeks which might still have been left to the sufferer who must soon 
die at any rate. If, on the other hand, the condition was such that the 
chance of recovery seemed good and yet they died, may it not be asked 
whether the death cannot fairly be attributed to the fact that the opera¬ 
tion was done at all ? 

There is another way of looking at this table. Eighteen cases of cancer 
of the rectum died within a week of being operated upon, and twenty-six 
within the month. What is the total number of days of life which were 
lost by an attempt to gain more ? How long might any one of them lived 
if not operated upon ? 

Passing now to the 34 of the 60 cases that recovered from the operation : 
concerning these, Mr. Bryant makes three claims, some of which will be 
admitted readily enough, others not so readily. His second one will pass 
with the least question : that the operation relieves the pain caused by the 
passage of feces through the narrowed and probably ulcerated lumen of 
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intestine, and the ineffectual efforts of the bowel above to pass on its con¬ 
tents. In certain cases this iH undoubtedly true, but in cancer of the 
rectum the passage of feces often causes little pain to the end. Not in 
every case, by any means, do we find either much ulceration or any 
obstruction. The disease may run its course, become generalized, and 
kill, before a scirrhous mass will ulcerate or cause stricture. In such a 
case the pain is not due to the passage of feces over the disease, or to the 
act of defecation itself, and can scarcely be relieved by colotomy. In any 
case in which the condition mentioned obtains a sufficient extent that 
colotomy with its risks of immediate death and its subsequent annoyance 
is considered preferable, the operation is certainly indicated provided 
nothing else is believed to be as good or better. Among the 34 cases we 
find a few where this condition is plainly stated. Case 6, “ extensive 
rectal ulceration supposed to be cancer and stricture;” 7 and 14, “ cancer¬ 
ous stricture of rectum and anus with fecal fistula 9, “ cancerous stric¬ 
ture of rectum with recto-vesical fistula.” In none of the others can we 
judge of the exact condition except by the diagnosis of cancer. 

Another point claimed by Mr. Bryant is that colotomy retards the 
progress of the disease by removing from its presence a source of irritation, 
the passage of feces. His opinion on this point is of the greatest value, 
and will go far to offset the opinions of those who disagree with him, but, 
with all respect, is it not simply an opinion, and how can the matter be 
proved ? At first sight the statement would seem reasonable and probable, 
but to get any further than this is exceedingly difficult. A sufficiently 
large number of cases carefully selected as bearing on this special point 
might be of help by enabling us to deduce an average duration of life; 
but the cases would need to be selected ones. Not every case of cancer of 
the rectum would serve for this purpose, but only those in which the passage 
of feces plainly served as a source of irritation. From these w r ould need 
to he deducted all those in whom colotomy was fatal within a short time 
as not bearing on the question. The remainder might be compared as to 
length of life with an equal number of the same class of cases on which 
no operation had been done, and the result would have a certain scientific 
value, and yet would be of very little use as applied to any particular case. 
This I believe lias never been done, and it is perhaps not too much to say 
that the question whether colotomy does retard the growth of cancer of 
the rectum is still a question. 

Mr. Bryant's third point is that colotomy prolongs life, “ probably for 
one or two years, and possibly for four or five years,” and at the same 
time saves the patient from a painful and miserable death, that from 
obstruction ; whilst, at the same time, it leads the patient to his last home 

in as painless and quiet a way as can be desired. There is much truth in 
this, and yet it is well to see just how much. In the second table of 34 
cases of cancer,' 8 left the hospital convalescent, and the length of life 
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after the operation is not stated ; and one was alive five years after, but 
upon this one Mr. Bryant himself casts a doubt by entering the diagnosis 
as “ supposed cancer of the rectum. Symptoms 18 months. Blood and 
mucus/’ so that it probably would not be wrong to drop it out; thus 
leaving 25 cases in which the length of life is known. Of these 25, 9 
died within six months, and 16 within a year, while 4 more dropped off 
within 18 months. There is one case of 21 months, one of 26, one of 33, 
and one of 41. This, it must be borne in mind, is in selected cases, in 
those in whom the operation was not immediately fatal. The bad cases 
(nearly 50 per cent, of the whole) are thrown out beforehand. 

Do these figures justify its being accepted as a rule that in cancer of the 
rectum colotomy prolongs life probably from one to two years, and perhaps 
four or five? Out of 60 cases, 18 are dend in a week, 26 in a month, 35 
in six months, and 42 in a year, 8 are not followed up, and 1 is doubtful 
in diagnosis. 

It still remains that in certain cases colotomy will do all that Mr. Bryant 
claims for it. It will prevent death from obstruction, and it will give 
great relief from pain. It is a most valuable palliative measure in some 
cases of cancer of the rectum—cases beyond the reach either of exciBion 
or division, and in which all other measures have failed. At the same 
time it is a dangerous operation, and it is by no means proved that it 
prolongs life in any other way than by avoiding or relieving obstruction 
in those cases (and they are only a certain definite proportion of them all) 
in which obstruction occurs. 

To go back to Mr. Bryant’s original proposition that colotomy should 
be done in all cases “ which are not amenable to lumbar colectomy or anal 
incision.” Not stopping to discuss lumbar colectomy (which, the last time 
we heard of it, had been done ten times, with five immediate deaths as a 
direct result of the operation, 1 and which, in a certain number of selected 
cases, seems to hold out a goodly chance of giving relief), what becomes 
of the operation of proctotomy ? Is not this yet a recognized surgical pro¬ 
cedure? Take the following case:— 

Case IV. 3 Cancer of Rectum ; Proctotomy. —Married woman, aged 
about 55, subject of extensive cancerous disease of the rectum. Had 
already had one attack of fecal obstruction, which was very nearly fatal, 
before I saw her, but was finally relieved by laxatives. The disease was 
scirrhus, began within the sphincter, and so completely closed the bowel 
that no passage could be detected by the finger. By vaginal examination 
it was found to extend as far as the finger could feel. The patient had 
been under treatment two years before I saw her, and the disease was 
probably of longer duration. Her general condition was still good, there 
was no abdominal distension, and I determined to attack the disease in 
situ. This was done with Paquelin’s cautery. 

1 Kelsey, Diseases of Rectum and Anus. N. Y., Wm. Wood & Co. Ed. of 1884, p. 
357. 

Previously reported In part. 
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The operation was long and difficult. The sphincter was first burned 
through down to the tip of the coccyx, and the rectum held open with 
retractors. The growth itself was next attacked at the place where a 
slight depression seemed to indicate the passage must be, and I soon had 
the pleasure of entering with the knife a considerable cavity in the rectal 
pouch surrounded on all sides with scirrhus. Above this the gut was 
again so completely occluded that no passage could be discovered, and the 
operation consisted simply in burning through the mass in the dark, being 
guided solely by the natural course of the rectum in health, and keeping 
well toward the sacrum. 

The operation lasted more than three hours. It seemed towards the 
end that the disease might run too high for the upper limit to be reached, 
but the knife finally entered a cavity which it was a great relief to dis¬ 
cover was the dilated rectum, and not the peritoneum, as I half suspected 
it might be. The remainder of the operation consisted simply in enlarg¬ 
ing the passage thus made by burning away as much tissue as possible, 
and when finished two fingers could easily be passed. 

Not an ounce of blood was lost, the parts were dressed with a cold com¬ 
press, and the rectum kept clean by the use of injections of chloral in 
water twice a day. After the third day the bowels were encouraged to 
act by laxatives, and did so with surprisingly little pain. On the tenth 
day there was a smart secondary hemorrhage, which, however, ceased 
spontaneously after the patient fainted. This was the only accident, and 
in a few weeks the patient was again about her daily duties, more com¬ 
fortable than she had been for a long time. The comfort continued till 
the time of her death, eight months after the operation. The death was 
due to a slow process of exhaustion, and not to obstruction. 

Here we have a case certainly not amenable to either lumbar colectomy 
or anal excision, and yet if it had been in Mr. Bryant's table it would 
have helped up the favorable statistics of colotomy—provided it had not 
‘‘sank” on the 2d or 5th day. The woman was saved from immediate 
death, lived in comfort eight months, and died in comparative ease. Can 
colotomy show any better average result? If not, every reader may 
choose between her condition and that of a patient with an artificial anus 
in groin or loin. 

Mr. Bryant’s second proposition is that 

“ Lumbar colotomy is valuable as a curative operation in syphilitic and simple 
ulcerations of the bowel which resist other treatment, including eases of recto¬ 
vesical fistula; and it is remediable in examples of volvulus of the sigmoid 
flexure, as well as of obstruction caused by tumors.” 

This statement does not admit of argument. In his table of colotomies 
for non-cancerous disease, such as syphilitic stricture and ulceration, 
obstruction from pelvic tumors, and recto-vesical fistula;, the results are 
much better, and there is much less ground for discussion. In these cases 
the operation is often curative, and moreover, it is often the only method 
of relief. "We point out only the high death-rate, 7 cases in 22, and then 
ask attention to some of the “other methods of treatment.” Recto-vesical 
fistula is left out of the question, all that Mr. Bryant claims being freely 
admitted. Take now the following case of pelvic tumor :— 
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Case V. Pelvic Exudation Occluding Rectum .—Mrs. S. f aged 50. 
Had pelvic cellulitis and peritonitis four years ago, since which lias always 
suffered greatly from pain. About one year ago began to notice increasing 
trouble with the bowels. The constipation became marked and trouble¬ 
some, so that she never had a passage of any amount without medicine. 
There was blood in all the stools, sometimes in considerable quantity, and 
a bloody and mucous discharge in the morning attended by pain, tenesmus, 
and a constant desire to relieve the bowels, which she never seemed able 
to satisfy. The patient was weak, emaciated, and nervous. 

An examination showed a hard mass between rectum and uterus, which 
by its pressure almost completely occluded the former. This mass, though 
easily felt by the finger in the rectum, was absolutely immovable and 
unyielding to any amount of force which it seemed safe or even possible to 
apply to it with finger or bougie. The tip of the finger could be intro¬ 
duced between it and the sacrum, but could not be forced any further. 
Above this point there was a considerable accumulation of feces, and the 
usual ulceration and dilatation found associated with stricture. 

The patient was suffering from chronic intestinal obstruction. All 
attempts to pass a bougie beyond the obstruction lmd failed; nevertheless, 
I determined to try what could be done to produce absorption of the mass 
and restore at least a portion of the lumen of the bowel. "Without very 
much difficulty I succeeded in passing the smallest sized soft-rubber 
bougie at her second visit, and from that time on the progress was quite 
satisfactory. The treatment consisted in the passage of a bougie twice a 
week, the administration of laxatives to secure daily passages from the 
bowels, the regulation of the diet, and support of the general health. I 
succeeded after a time in unloading the bowel above the stricture and in 
keeping it from filling a second time ; and at the end of four months a 
Xo. 7 bougie could be passed, and the patient was having daily well- 
formed passages often the size of the index finger. Beyond this point 
dilatation seemed impossible, the mass being absolutely unyielding, and 
recourse was had to two other therapeutic agents, hot water and galvanism. 
Skene’s rectal irrigator was introduced as far as the obstruction every 
other day, and from three to four gallons of water used. The patient 
would bear without discomfort water too hot for the hand to hear, and the 
effect was good. She is still under treatment. 

In this case there were but two lines of treatment to be chosen from: 
one, that which was followed ; the other, colotomy. The idea of cutting 
into the tumor and trying to enlarge the passage in this way did not 
seem feasible. When first seen colotomy would certainly have been a 
justifiable and proper mode of treatment, and had the other not succeeded 
it would have been resorted to and would have given relief. Still, I 
doubt whether the relief would have been any greater than that which fol¬ 
lowed the other plan. The patient is far from well now. The ulceration 
is still present and causes the usual symptoms, and there is small chance of 
curing it, but she is in no danger of obstruction; there is sufficient open¬ 
ing for the bowels to relieve themselves, and from the nature of the 
obstruction recon traction does not seem probable. In fact any change in 
the tumor itself as time goes on will probably be in the nature of absorp¬ 
tion, and hence be beneficial. The patient is comfortable, is able to 
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attend to her household duties, to go out, and to enjoy life; and with 
proper care will probably continue so. I may in the end be forced to 
do a colotomy, but I do not expect to. Meanwhile she is much better off 
than she would be with an artificial anus. 

The following case is also an example of some of those other means which 
may be used besides colotomy in cases of non-malignant ulceration. 

Case VI. Ulceration and Stricture of Rectum; Fecal Fistula; Divi¬ 
sion ; Cure .—This woman had suffered so much, and was in such a reduced 
condition, that she was sent to me for the express purpose of havin'* a 
colotomy performed. The disease may have been syphilitic, or it may 
have been simple. I never could decide; but the ulceration involved the 
whole circumference of the lower three inches of the rectum, and had re¬ 
sulted in a tight stricture about two inches up, with two fistulas. It had 
been nicked more than once, and dilatation had been practised until it 
could no longer he endured. The patient was much emaciated; in a very 
depressed and nervous condition; never had a passage when she could 
avoid it on account of the suffering, and could not bear the introduction 
of the finger without ether. The stricture was cut, with everything below 
it, down to the tip of the coccyx; the fistuke were laid open at the same 
time and the ulcer scraped over, and touched in parts with nitric acid. 
She immediately began to improve, and now, four and a half years after 
the operation, considers herself comparatively a healthy woman, though 
she uses a bougie upon herself twice a week. There is still a little ulcera¬ 
tion, and a little discharge; but after the bowels have moved in the morn¬ 
ing she has no trouble lor the rest of the day, and she has no pain at any 
time. 

Had this result been obtained by colotomy, it would have been consid¬ 
ered an exceptionally favorable one. It was obtained by means much less 
dangerous and infinitely preferable. 

I do not wish to be considered os arguing against colotomy in its place. 
And in closing let me say that while Mr. Bryant has so ably shown from 
his own large experience what can be done by colotomy, I have simply 
tried to show what can be done in a few cases without. His article is one 
of the most valuable contributions to the subject ever made, and cannot 
fail to be so considered and prized accordingly. It is far from my purpose 
to criticize the article, or to detract from the value of one of the certain 
means by which the pain of an incurable disease may be alleviated, and 
a life sometimes prolonged. In emphasizing one method of treatment, 
Mr. Bryant has not, in his own mind, or his own practice, slighted 
others; but it is possible that this may not be the effect upon some of liis 
readers. Colotomy is a much more attractive surgical operation than 
keeping up gradual dilatation for a number of years, especially in dispen¬ 
sary practice, but because Mr. Bryant has found 82 cases in which it was 
necessary, it is not proved to be either necessary or suitable in the first 
case of rectal stricture met with by another. Take, now, the following 
cases:— 
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Case VII—Mrs. N., aged 38. In this case there was a full syphilitic 
history, and the stricture, which had existed ten years, was probably of 
syphilitic origin. It was located two inches from the anus, was very 
tight, but not of very great extent. Above it there was a good deal of 
ulceration with the usual symptoms. She had been operated upon three 
times by nicking, each time with temporary benefit. Refusing a more 
radical operation by proctotomy she was treated by gradual and progres¬ 
sive dilatation until the stricture easily admitted a full-sized bougie. 
Applications of iodoform and of strong solutions of nitrate of silver 
were also made to the diseased surface above the constriction. After 
two months of this treatment the patient was having one full-sized, 
natural, painless passage once a day, and he ceased attendance, probably 
to return in a year or so as bad as before. 

This is one of the cases in which I believe colotomy may almost be said 
to be absolutely unjustifiable; other and milder measures being amply 
sufficient for the relief of the patient. 

Case VIII.—Mrs. B., aged 38. Gives a history of rectal disease dating 
back eight years, but no syphilitic history can be obtained. During the nine 
years ot married life before the rectal symptoms began siie bad five healthy 
children, all of whom are now alive. Has never lmd a miscarriage. She 
was greatly emaciated, the kidneys were diseased, and she seemed to be 
nearing the grave. On examination the whole anal region and both 
buttocks were found to be extensively diseased. They were brawny, 
hard, infiltrated, and full of fistulous openings from which pus escaped on 
every movement. The pressure of the finger on the right side caused an 
escape of pus from the openings on the left, and vice versa. There was 
a large abscess cavity on each side of the anus filled not only with pus 
hut with stercoraceous matter, and I counted fourteen separate fistulous 
openings, some of them outside of the trochanters. The anus wns so 
surrounded by cutaneous tags that it was difficult to locate it, and the 
finger in the rectum encountered a stricture involving all of the rectum 
within reach, hut of sufficient calibre to permit the passage of the index. 
The nature of the stricture was difficult to determine, but it bled freely 
when touched, and seemed more probably cancerous than anything else. 

In this case colotomy was advised, but little hope was held out of a 
successful issue, and the patient disappeared, rather to my relief. Had 
she been in better condition generally, had there been no waxy kidneys, I 
should certainly have attacked the disease locally, first doing a proctotomy, 
and subsequently operating on such of the fistulas os refused to close. 
But the sufferer was to my mind too far gone to render any operative 
measure at all desirable, and she probably died within a very short time 
of my seeing her. The patient was a poor woman in the lower walks of 
life, and was one of a large class who by simple neglect sacrifice all hope 
of relief. It was a case eminently amenable to treatment up to the time 
when on account of the general condition the treatment bid fair to 
shorten rather than lengthen life. 

Case IX. Cancer of Rectum .—Male, aged 31. The symptoms had 
lasted nearly two years, and he had lost forty pounds of flesh within a few 
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months. Although there was a full syphilitic history, the diagnosis of 
cancer was made by both Dr. Keyes and myself. On the day before I 
saw him he had for the first time had some symptoms of obstruction. On 
examination a mass of scirrbus was found surrounding and nearly occlud¬ 
ing the rectum at about three inches and a half from the anus. He was 
still in good condition, and the choice of operation lay between colotomy 
and proctotomy. I advised the latter, but the patient left the city without 
having anything done, und when heard from, a few weeks later, was slowly 
dying. 

Case X. Cancer of Rectum; Excision; Death —Male, aged 55. 
Symptoms of rectal disease for eighteen months. Examination showed a 
circumscribed growth on anterior wall of rectum about three inches from 
anus, which could easily he removed by ecraseur. No other disease was 
found, and the patient’s condition was good; the growth was therefore 
removed. He sank and died on the third day. Post mortem showed much 
more extensive disease than had been anticipated; the whole sigmoid 
flexure being involved. 

In this case colotomy might liave been of some use ; excision certainly 

could not have been. 

Case XI. Cancer of Rectum. —Miss A., aged 52. Began to notice 
blood in passages four years ago, with some protrusion at stool. Has not 
had much pain; there is some emaciation, but the general condition is 
still good. On examination the patient by straining brings down and out 
of the sphincter a large cauliflower growth which surrounds the bowel 
anteriorly and on each side at about three inches from the anus. The 
whole mass is extruded in each act of defecation and bleeds freely, but is 
easily reduced by the patient. There is no contraction, and whatever 
obstruction there is is due merely to the presence of the soft mass project¬ 
ing into the rectum. An excision was advised, and the patient returned 
to her attending physician. 

"What, then, are the indications for colotomy ? 

1. In congenital malformations of rectum or anus in children in which 
a tentative operation in the perineum has failed to reach the rectal pouch. 

2. In intestino-vesical fistulas. 

3. In tumors occluding the rectum which cannot be relieved by any 
other means—dilatation, division, hot water, or electrolysis. 

4. In non-cancerous, simple or specific stricture and ulceration of the 
rectum (with or without fistulas), where the disease cannot be relieved by 
proctotomy or dilatation, or division of the fistulas and local treatment of 
the ulceration. 

5. In cancer where the disease can neither be removed nor the passage 
re-established, and where death is probable from obstruction—except in 
cases where the immediate dangers of the operation more than counter¬ 
balance any good likely to be gained by it. 

6. In volvulus or intussusception of the colon or sigmoid flexure, where 
reduction by the aid of laparotomy has been found impossible. 
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